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This study examined the effects of using relaxation
therapy on a spouse of a stroke patient to provide a way of
reducing stress. The purpose of this study was to reduce
stress in a caregiver of a spouse.
The subiect of this study was a black woman who was
monitored for 12 weeks concluded by a follow-up home visit.
The instrument used in the study was a 25 item, self
administered questionnaire v;hich was adapted from The WALMYR
Assessment Scales Scoring Manual by W. W. Hudson entitled
Index of Clinical Stress (ICS).
The analysis was completed utilizing the Statistical
Package for the Social Sciences X (SPSSX). The crisis
intervention theoz-y was applied to cushion the impact of the
stressful event by offering immediate emotional aid and by
strengthening the client's coping ability. The results showed
the level of stress in the participant did decrease after
intervention.
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Each year, thousands of people incur traumatic injuries
or illnesses that disrupt or destroy their manner of living.
It is not the severity of the injury alone that determines the
psychological response of the family. Rather, it is the
person, and his environment, that determines coping behavior.
This is especially true when a stroke patient lives at home
with a spouse.
A stroke is an interruption in the blood flow to any
portion of the brain which lasts long enough to cause
permanent damage to the affected portion of the brain. ‘ A
stroke is medically called a Cerebro Vascular Accident. The
interruption in blood flow may be caused by a local blood
clot (thrombosis) or a clot which has migrated from another
source such as the heart (embolism) or by a ruptured artery
(hemorrhage)
The disease process in the arteries of the brain that
result in stroke can take years, sometimes a lifetime, to
develop. Some of the leading contributors to stroke are
‘VA Medical Center, Augusta, Georgia, Stroke Patient




atherosclerosis and hypertension.^ Other risk factors are
cigarette smoking, diabetes mellitus, hyperlipidemia, age,
sedentary life style, heart disease, and oral contraceptives.
Strokes can cause a wide variety of problems. The exact
nature of the problem depends upon which side of the brain was
damaged and how extensively it was damaged. Each side of the
brain controls the opposite side of the body.
Persons who survive a stroke are often handicapped.
Their handicaps include the inability to control bodily
functions, the inability to walk, impaired vision, impaired
speech and/or comprehension, depression, memory loss--even
paralysis on one side of the body.'* Severe disability may
produce drastic changes and many patients do develop
alternative ways to carry out daily activities and functions.
Advances in medical technology have increased the life
span of the average individual and have improved an elderly
person's chances of recovering from medical problems that
would have been fatal 10 years ago.^ Strokes are the third
^
VA Medical Center, Augusta, Georgia, Stroke Patient
Family Handbook. 1987, p.B2.
^Donahue, Peggy Jo, How to Prevent a Stroke. Pennsylvania
Rondale Press, 1989, p.4.
^Galambos, Colleen, Living Wills; A Choice for the
Elderly."Points and Viewpoints", National Association of
Social Workers, 1989, p.l82.
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leading cause of disability among the elderly." The incidence
of stroke is strongly related to age; 72% of stroke victims
are 65 or older.’
Stroke is also a major factor in disability later in life
costing an estimated $25 billion in health care costs and lost
work.®
Family members, themselves severely affected by the
patient’s sudden disability, frequently review the past and
plan ahead for the future. Feelings of nurturance and support
for their loved one, and a wish to relieve the pain of the
present, are especially conducive to fantasies of a happier
future for their relative. Of all the roles performed by the
family, perhaps its most important involves care and
nurturance.
Within the family, one member will usually assume the
role of primary caregiver. Most commonly it is a spouse and
if they are unavailable, an adult child.The bulk of care
falls principally on a single caregiver, usually a woman.“
"Death and Dvina. Information Plus Series, Wylie Texas,
1992, p. 134.
’
Death and Dying. Information Plus Series, Wylie Texas,
1992, p. 134.
"ibid, p.134.
"Rankin, Eric, D. PhD, Caregiver Stress and the Ederlv: A
Familial Perspective. Journal of Gerontological Social Work,
Vol. 15(1/2) 1990 The Hawthorne Press Inc., p.57.
‘“ibid. p.58.
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The ultimate goal, however possible, is for the caregiver
to provide assisted daily living support that is stress free.
It is the stress management area that this researcher will
attempt to address, specifically the stress management of the
spouse and more directly the correlation between relaxation
therapy and stress management that can be facilitated at home
to prevent stress related symptoms. The promotion of the
understanding of the usefulness of such strategies and or
specific techniques is one of the many roles that fall into
the realm of the social work profession.
Stress is the response to the demands placed on your body
and mind. The more you are in distress from pain or anxiety,
the worse you'll feel and that will have physiological
consequences.'^ Emotional problems associated with the burden
of caregiving, bring about loneliness and depression.'^
Failure to obtain a relatively stress free environment
will often times result in receiving negative consequences.
"Parson, Ruth J., Enid 0. Cox, Family Mediation in Elder
Careaivina- Decisions: An Empowerment Intervention . National
Association of Social Workers 1989, p.l22.
'"Kabat-Zinn, Jon, PhD., Meditate for Stress, American
Journal of Psychiatry 149:7, July, p.39.
'■‘straight, Paula R. MS, S, Marie Harvey, DrPH, Caregiver
Burden: A Comparison Between Elderly Women as Primary and
Secondary Caregivers for Their Spouses. Journal of
Gerontological Social Work, ‘'/ol. 15 (1/2) 1990, The Hawthorne
Press, Inc., p.89-90.
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The negative consequences of caregiving can be evidenced in a
variety of ways, including: Elevated emotional distress or
depression, social isolation, and increased tension or
conflict in the relationship between caregiver and care
recipient.Incorporating simple stress-management tech¬
niques is a way to improve ones lifestyle.
In a 1991 study on the interprofessional expectation of
the medical social worker, it was hypothesized and proven that
physicians and nurses expected the exclusive role of the
social worker to be limited to working with families,
resolving social-environmental problems and providing
referrals. Neither group seemed to accept or understand the
person-in-environment focus of social work.‘^
A spouse who is the primary caregiver is at risk, along
with his or her family, for experiencing psychosocial
stressors. Given the opportunity to focus in on and to
encourage the use and exploration of specific coping
strategies, a social worker could prove extremely beneficial
in working with both the patient and the spouse. With
Straight, Paula R. MS, S. Marie Harvey, DrPH,
Caregiver Burden: A Comparison Between Elderly Women as
Primary and Secondary Caregivers for Their Spouses, Journal of





the proper involvement of a social worker, the intensity of
stress could decrease as well as the possible need for
psychotropic medications due to poor psychosocial adjustment
to the effects of a chronic illness.
In regards to the social worker we could empower the
recipient to express the emotions and feelings that one is
experiencing when providing care for a family member or
spouse. As social workers become increasingly diversified in
practice specialty and setting, an increased variety of family
problems demand their attention.
Statement of the Problem
Strokes are the third leading cause of deaths in the
United States of America and Black adults 45-64 years of age
had the highest rate for strokes.^* Strokes are also
the primary cause of disability among the elderly.^’ The first
and second being heart disease and cancer respectively.^® The
American Heart Association estimates that there will be
approximately 550,00 new victims of strokes each year with a
‘‘’Bramblett, Robert, Customer Representative, The




total of 2,300,000 survivors in the United States of America'*
Approximately 180,000 older persons a year are admitted to
nursing homes as a result of stroke/" The remaining victims
are return home to spouses, children, or other relatives who
assume the role as primary caregiver.
Strokes can cause a wide variety of problems. The exact
nature of the problem depends upon which side of the brain was
damaged and how extensively it was damaged. Each side of the
brain controls the opposite side of the body. Some patients
seem to be predisposed to developing more levels of disability
following a stroke which creates more stress for the primary
caregiver.
For most caregivers their lives are drastically affected
by the effects of a stroke. The physical and psychological
effects of the stroke causes strain on marital relationships
which often times causes the caregiver to experience role
reversal, role strain and human, psychological stress.
One solution to eases the stress of a hectic care giver
schedule is to involve the caregiver in relaxation therapy.
It is also called meditation. The root,"medi," means to
measure. The suffix "tion" means to act. Meditation is a
‘"Bramblett, Robert, Customer Representative, The
American Heart Association, 1994
'"ibid.
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measuring, balancing actWhen this is accomplished, the
task of caregiving becomes easier and the alleviation of
stress induced illness may fade away.
Vanzant, lyanla, Clear Your Mind and the Rest Will
Follow: The Art of Mediation. HealthQuest: The Publication of
Black Wellness, Winter 1995, p.68.
CHAPTER II
REVIEW OF THE LITERATURE
Stroke Victim and the Caregiver
There have been several studies evaluating the
caregivers of stroke victims. Draper et. al. compared elderly-
caregivers of stroke and dementia patients on measures of
burden and psychological morbidity^. The caregiver burden was
measured by self-administered questionnaires and subsequent
interview, using the Relatives Stress Scale (RSS) and
psychological morbidity as measured on the General Health
Questionnaire (GHQ). In this study Draper found that Forty-six
percent of caregivers had significant psychological morbidity
No significant differences were found between stroke and
dementia caregivers on these measures. Caregiver burden was
significantly correlated with psychological morbidity in both
caregiver groups.
He concluded that elderly co-resident caregivers for
stroke and dementia patients experience similar degrees of
burden and high levels of psychological morbidity. Psychiatric
aspects of chronic disability, rather than physical aspects,
were found to be more stressful to caregivers. He also felt
Draper et al, A Comparison of Caregivers for Elderly
Stroke and Dementia Victims. Journal of the American
Geriatrics Society, 1992, V40, N9 (SEP), P896-901.
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that all assessments of the disabled elderly should include
measures of caregiver burden and psychological distress.
Neil Matson of the Department of Clinical & Community
Psychology in Exeter, England conducted a study on caregivers
of stroke and dementia victims^ He examined the coping
strategies of 36 carers {mean age 68.36 yrs) of stroke victims
and 37 carers (mean age 70.35 yrs) of older confused people
with a diagnosis of probable Alzheimer's disease (AD) and/or
multi-infarct dementia. His objective was to determine whether
coping was associated with stress and depression. In this
study, two initial interviews and measures of hassles, ways of
coping with caring, depression and difficult feelings, health,
and quality of coping.
The interviews were readministered at a 6-month follow¬
up session. Using multiple regression analysis suggests that
some aspects of coping were significantly associated with
stress and depression, particularly nonconfronting coping
responses (positively associated with stress and depression)
and tactical coping responses to specific hassles (negatively
associated with stress and depression).
Anne Opie, a researcher at Victoria University of
Wellington in New Zealand performed a study on the concept of
Matson, Neil, Coping. Caring and Stress: A Study Of
Stroke Carers and Carers of Older Confused People. British
Journal of Clinical Psychology, 1994, Sep, Vol 33(3), 333-344.
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partnership between the caregiver and support professionals^.
After evaluating 28 informal caregivers, she concluded that
despite the extent of responsibilities undertaken by ICs and
the demands placed on them, they are typically relatively
powerless to access resources. The patients of these
caregivers included those suffering from Alzheimer's disease
and a major stroke. Issues that are discussed include the
frequent failure by professionals to acknowledge and explore
caregiver stress; the relationship of caregivers to health
professionals; the quality of service; service gaps; the
paucity of informal support; and the appropriateness of
services for overburdened caregivers.
Although the caregiver experiences stress due to a life
change caused by the loss in mobility of the victim of a
stroke, the stroke victim also experiences stress associated
with rehabilitation and coping with reduced facilities. Karen
Arnold, a German researcher, studied functional capacities,
stressors, cognitive and activity-oriented coping strategies,
and life satisfaction of older adults recovering from a
stroke”'. Her primary focus was on evaluating a stroke
Opie, Anne, Hie Informal Caregivers of The
Confused Eldsrly and The Concept of Partnership: A New
Zealand Report. Pride Institute Journal of Long Term Home
Health Care, 1991, Spr, Vol 10(2), 34-40.
Arnold, Karen, Cognitive and Activitv-Oriented
Processes in the Rehabilitation of Aged Stroke Patients.
Zeitschrift fur Gerontologie, 1990, Sep-Oct, Vol 23(5), 275-
283 .
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rehabilitation program. The subjects were 12 male and female
West German aged adults who had suffered a stroke. The
subjects were interviewed during and 6 months after an
inpatient rehabilitation program. Tests used: Several German-
language instruments, including the Nuremberg Aging Inventory
by W. D. Oswald and U. M. Fleischmann (1986) and the Life
Satisfaction Questionnaire by C, Gloss and P. Kempe (1986).
Another study on the reactions to stress on health by
the elderly was done in Germany by H. Thomae\ He analyzed the
self-reported psychological reactions regarding health status
of 81 elderly participants in the Bonn Longitudinal Study on
Aging and patients from different clinical samples including
patients suffering from hemophilia, renal failure, heart
infarctions, stroke, and schizophrenia. The longitudinal
analysis of the health-related response hierarchy indicated
consistency in these reactions over time. Findings also reveal
significant situation-specific patterns of response to chronic
disease in elderly and patient groups according to the life
stresses faced by the subjects e.g., housing, income, family,
health problems.
Diseases affect the health and functional status of
patients and have variable impacts on family caregivers. The
Thomae, H., Reactions to Strains on Health in Middle
and Advanced Aae. Zeitschrift fur Gerontologie, 1984, Jul-Aug,
Vol 17(4), 186-197.
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demands on the caregiver in the home has physical, social,
psychological, and cognitive effects on their mental and
physical health. A study of 147 elderly stroke patients (aged
65 yrs or more) and their families conducted at Roger Williams
General Hospital by Silliman et. al., showed that caregivers
actually providing care in the home did not experience
different effects from caregivers whose family members live in
nursing homes\ Of the subjects, 101 were available for
follow-up, and 89 family caregivers were interviewed.
Dependent patient functional status and additional life stress
were associated with diminished social activity and emotional
ill-health. In the latter instance, insufficient social
activity and help from family were additional risk factors.
Findings suggest that the majority of caregivers were not
experiencing important deleterious health outcomes in
association with caregiving.
There was a general consensus by all the researchers
surveyed in the literature review: people given the
responsibility of caring for a moderately to severely
incapacitated adult stroke victim experience stress. This
stress varies and is due more to the nature of the individual
caregiver and his/her ability to cope with stress. Sometimes
Silliman, Rebecca, Families of Elderly Stroke
Patients: Effects of Home Care. Journal of the American
Geriatrics Society, 1986, Sep, Vol 34(9), 643-648.
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the burden causes the caregiver to experience health problems
(mental or physical) or the caregiver is dealing with the
burden in a normal, healthy manner.
Stress
Stress is defined by one noted researcher, Dr. Hans
Selye, as the 'rate of wear and tear on the body'\ This
definition is apt considering that stress related illnesses
have replaced infectious diseases as the prevalent health
afflictions affecting industrialized nations. Although stress
is an essential part of life, motivating individuals to high
levels of achievement, it can be harmful when there is an
inappropriate response to it.
From a developmental standpoint, stress is brought about
in childhood from the will to please others i.e. parents and
authority figures. This aspect of stress is vital to human
survival and development. However, stress is cumulative and
the ability to cope diminishes as life progresses®. When the
body can no longer adapt or deal with stress, health begins to
break down.
Chaitow, Leon, Relaxation and Meditation Techniques,
Thorsons Publishers, New York, 1983, p. 23.
Ibid. p. 22.
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Although stress is brought about in a non-physical
fashion, it can manifest itself in a very physical way. For
example, if a person feels that something wrong has happened
and feels responsible for it, this person may experience
nausea and vomiting’. Another example is a person that feels
restrained and wants to get free and may develop rheumatoid
arthritis^”. It has also been postulated that stress causes
diseases such as cancer”. Cancer victims have been
characterized as people who have a great tendency to hold
grudges and an inability to forgive; secondly, tend to pity
themselves; thirdly, do not develop and maintain meaningful,
long-term relationships and have a poor self image.
As mentioned above, stress is ciomulative and the body's
ability to adapt to or deal with stress decreases with time.
Thus it is important to assess the level of stress present at
different stages of human development so that appropriate
changes in the coping process is made.
Stress can be divided into short and long term anxiety.
Short term anxiety, when recognized and understood, can give
clues as to which factors in one's attitudes and everyday life
that may need adjusting. Long term anxiety, indicates that
Chaitow, Leon, Relaxation and Meditation Techniques.





there is a possible need for professional guidance and
counseling.
Before looking at ways in which it is possible to start
reducing the degree of stress in your life, it is well to have
an idea as to how much is already present and active. It is
necessary to assess both the current level of short-term
anxiety, and any amounts of underlying anxiety that there
might be.
There are two types of stress factors, internal and
external. Although external stress factors are not that easy
to identify, they are less easy to measure and control'^ They
include excessive noise, heat and cold, repetitive operations
or dealing with traffic or unreliable public transportation.
Other external stress factors include nutrition,
exercise and sleep. These are aspects of a person's life that
can be controlled reasonably by the individual. Some stress
can be minimized by focusing on these factors.
On the other hand, internal stress factors are not that
easy identify. Habitual negative emotional responses such as
anger, jealousy and bitterness are triggered internally.
Emotions are always self-generated and each time an individual
reacts to a stressful situation in a negative manner, it only
Chaitow, Leon, Relaxation and Meditation Techniques.
Thorsons Publishers, New York, 1983, p. 45.
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serves to reinforce that type of behavior. This type of
stress is hard to identify because it is harder to recognize.
People don't go crazy suddenly, although they may appear
to. Prior to an emotional breakdown, chemical imbalances
have progressively worsened”. The patient has grown
increasingly anxious, developed additional physical and
emotional symptoms so diversified that they defy a physical
diagnosis.
One of the most striking symptoms of a stress condition is
its disturbance of the normal sleep pattern”. This may take
the form of great difficulty in getting to sleep, or of waking
after an hour or two of sleep and being unable to go off
again, or of the sleep itself being fitful and broken with a
consequent feeling of sluggishness in the morning. The
disturbed sleep itself often becomes a source of further
stress, as the individual worries about not getting enough
sleep, and as the effects of insomnia begin to become
apparent.
Sleep is vital and sleep is natural. If it is disturbed,
the causes can usually be found in the pattern of life and, by
correcting these, it should return to normal. This also
includes eating correctly, ensuring adequate exercise,
”
Chaitow, Leon, Relaxation and Meditation Techniques.




practicing relaxation therapy and/or meditation, sorting out
areas of stress (work, relationships, caregiving, set, etc.),
and letting nature do the rest.
Meditation
In response to any stress, the body undergoes a series of
changes, which were characterized by Selye as the 'fight or
flight' syndrome'^ When confronted with physical danger the
body tenses and prepares to fight or flee the situation. If
this response is extrapolated to mental or emotional stress
the mind will compel the body to react in a manner not unlike
that which is present when a physical threat is present. The
muscles tense and there is a spontaneous response to either
'fight' or 'flee'.
When the body is threatened physically, once the threat
is removed the body returns to it's regular state of
operation'*’. However when the body is threatened emotionally or
mentally and the stimulus is removed, whether or not the body
returns to its regular state of operation is dependent on the
individual's ability to let go of the stress. Meditation is a
relaxation technique that can be employed by an individual to
Chaitow, Leon, Relaxation and Meditation Techniques,
Thorsons Publishers, New York, 1983, p. 24.
'^Ibid. p. 24.
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help the body return to its natural state of operation after
some stress has occurred.
There have been several studies evaluating the effects of
mediation in terms of relieving stress in elderly caregivers.
Deberry et.al. studied 35 subjects that were selected because
of complaints of anxiety, nervousness, tension, fatigue,
insomnia, sadness, and somatic discomfort*^ 25 out of 32
subjects had lost their spouse in the previous 33 months.
Subjects were given the State-Trait Anxiety Inventory and the
Beck Depression Inventory and were randomly assigned to 1 of 3
groups: meditation-relaxation (MR), cognitive restructuring,
and pseudo-treatment control. Deberry concluded that MR was a
significantly effective modality for reducing state anxiety in
anxious, elderly subjects. Constant practice of MR was
necessary to maintain a low level of state anxiety.
Because each person is different, it would hold that the
method used for meditation would vary with the individual.
Lehrer et.al. studied various stress management techniques to
see if they were equivalent*®. His hypothesis was that various
DeBerry, Stephen et al, A Comparison of Meditation-
Relaxation and Coanitive/Behavioral Techniques for Reducing
Anxiety and Depression in a Geriatric Population. Journal of
Geriatric Psychiatry, 1989, Vol 22(2), 231-247.
Lehrer, Paul M. et al. Progressive Relaxation and
Meditation: A Study of Psvchophvsioloaical and Therapeutic
Differences Between Two Techniques. Behaviour Research &
Therapy, 1983, Vol 21(6), 651-662.
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stress management techniques have specific effects. He
reviewed studies comparing various techniques.
There is evidence that cognitively oriented methods have
specific cognitive effects, that specific autonomic effects
result from autonomically oriented methods, and that specific
muscular effects are produced by muscularity oriented methods.
Muscle relaxation and/or EMG biofeedback have greater muscular
effects and smaller autonomic effects than finger temperature
biofeedback and/or autogenic training. EMG biofeedback
produces greater effects on particular muscular groups than
progressive relaxation, and thermal biofeedback has greater
finger temperature effects than autogenic training.
Disorders with a predominant muscular component (e.g.,
tension headaches) are treated more effectively by muscularity
oriented methods, while disorders in which autonomic
dysfunction predominates (e.g., hypertension, migraine
headaches) are more effectively treated by techniques with a
strong autonomic component. Anxiety and phobias tend to be
most effectively treated by methods with both strong cognitive
and behavioral components. He concluded that the management
technique must be tailored to the individual for optimum
stress management.
21
Philip Smith empirically derived a patient-centered
behavioral procedure for reducing clinical anxiety^'*. In his
paper he discusses the physical and psychological mechanisms
that mediate the relaxation response and describes the Meares-
Smith procedure (as outlined by A. Meares (1967)) for inducing
relaxation. In therapy, relaxation techniques may be used to
reduce tension, induce hypnosis, and give the patient a sense
of control. Yoga is described as an example of stimulus
modification in which the participant's internal stimuli are
lessened, and she/he becomes more aware of external stimuli^°.
Other alternative approaches to relaxation include
meditation, simple relaxation techniques, and exercises such
as jogging. The Meares-Smith procedure, when used in the
therapeutic milieu, involves the stiffening and loosening of
the patient's muscles under the guidance of the therapist; the
patient is also asked to think about the muscles. He
recommends that the patient repeat this 3-min exercise 4
times/day to relieve behaviors affected by tension.
Smith, Philip J., An Empirically Derived Patient-
Centred Behavioural Procedure for Reducing Clinical Anxiety.
International Journal of Eclectic Psychotherapy, 1983, May,
Vol 2 (2) , 44-59.
Smith, Philip J., An Empirically Derived Patient-
Centred Behavioural Procedure for Reducing Clinical Anxiety.
International Journal of Eclectic Psychotherapy, 1983, May,
Vol 2(2), 44-59, p. 44-59.
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Progressive relaxation is a technique that has been
coupled with mediation and one study conducted by Paul Lehrer
looks at therapeutic differences between the two techniques^'.
He collected physiological and self-report data on 50 anxious
subjects (as determined by the IPAT Anxiety Scale) who
participated in a study comparing progressive relaxation,
meditation, and a waiting-list control. Data provides some
support for the hypothesis of G. E. Schwartz et. al. that
there are specific effects for different relaxation
procedures, superimposed upon a generalized relaxation
response.
The similarities between techniques, however, were
greater than the differences, both on physiological and self-
report measures. Both techniques generated positive
expectancies and produced decreases in a variety of self-
reported symptoms and on EMG, but no skin conductance or
frontal EEG effects were observed. Progressive relaxation
produced bigger decreases in forearm EMG responsiveness to
stressful simulation and a generally more powerful therapeutic
effect than meditation.
Meditation produced greater cardiac orienting responses
to stressful stimuli, greater absorption in the task, and
Lehrer, Paul M., Progressive Relaxation and
Meditation: A Study of Psvchophvsioloaical and Therapeutic
Differences Between Two Techniques. Behaviour Research &
Therapy, 1983, Vol 21(6), 651-662.
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better motivation to practice than progressive relaxation;
however, it also produced more reports of increased transient
anxiety. No significant differences between conditions in the
therapeutic expectancies they generated were found.
Throll studied transcendental meditation and progressive
relaxation by administering the E^ysenck Personality Inventory,
the State-Trait Anxiety Inventory, and 2 questionnaires on
health and drug usage to 39 European 18-41 yr olds before they
learned transcendental meditation (TM) or progressive
relaxation (PR)^\ Subjects were tested immediately after they
had learned either technique and then retested 5, 10, and 15
wks later.
There were no significant differences between groups for
any of the psychological variables at pretest. However, at
posttest, the TM group displayed more significant and
comprehensive results (decreases in Neuroticism/Stability,
Extraversion/Introversion, and drug use) than did the PR
group. Both groups demonstrated significant decreases in State
and Trait Anxiety. The more pronounced results for meditators
were explained primarily in terms of the greater amount of
time that they spent on their technique plus the differences
between the 2 techniques themselves.
Throll, D. A., Transcendental Meditation and
Progressive Relaxation: Their Psychological Effects, Journa1
of Clinical Psychology, 1981, Oct Vol, 37(4), 776-781.
THEORETICAL FRAMEWORK
Crisis Intervention Theory
The major purpose of crisis intervention is to cushion the
immediate impact of the stressful event on the patient and
other family members and to help the member to mobilize and
use their capacities, interpersonal skills, and social
resources for moving toward adaptive coping measures and away
from maladaptive coping measures^\
Within this purpose there are specific goals for each
family through mutual agreement between the practitioner and
the family. This is done to help the family to reduce
anxiety, cognitive confusion, and other symptoms of distress.
Other objectives include increasing understanding of the
nature and course of the illness or disability, the feelings
associated within, and its meaning to the patient and family
system. To further increase understanding of the nature and
course of the illness or disability, the feelings associated
with it, and its meaning to the patient and family systems.
In addition the crisis intervention theory mobilizes
resources in the environment that will provide support and
opportunities to reestablish relationships and activities and
activities that were cut off at the time of the precipitating
event, change patterns of affect, cognition, and behavior that
Ell, Kathleen and Helen Northern, Families and Health




hinder efforts to cope adaptively with the crisis and reduce
the impact of dysfunctional patterns of communication, roles,
and decision making within the family that contribute to the
distress of the members. Finally it allows the social worker
to identify and implement tasks and make and implement
decisions tht will alleviate problems related to the crisis.
Since crisis intervention is time-limited, assessment of
the patient-family interaction needs to be rapid, pertinent to
the crisis, and intergrated with the treatment process.
TREATMENT HYPOTHESIS
The goal is to reduce the level of stress in the spouse by
providing relaxation therapy. This will then provide a
reduction in the amount of stress the spouse is experiencing.
This reduction will also enable the spouse to formulate
coping mechanisms by gaining independent performance for the
patient's wife.
The independent variable is relaxation therapy. The
dependent variable is stress.
DEFINITION OF TERMS
Caregiver: One who provides for the physical, emotional,
and social needs of another person, who is
often dependent and cannot provide for his or
her own needs.
Stress: Any influence that interferes with the normal
functioning of an organism and produces some
internal strain or tension.
Stroke: A sudden interruption of blockage of the flow
of blood to the brain, usually caused by the
formation of a blood clot in the blood vessel.
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Meditation: A state of concentrated relaxation, the
systematic practice of which reportedly leads
to feelings of heightened well-being and
reduced anxiety.
Intervention: Interceding in or coming between groups of
people, events, planning activities, or an
individual's internal conflict.
Coping mechanisms: The behavioral and personality patterns
used to adjust or adapt to environmental





This study was conducted at the Veterans Affairs Medical
Center located in Augusta, Georgia, Uptown Division. The
Uptown Division Medical Center is a 544 authorized bed
facility. The Stroke Rehabilitation Ward is an 18 bed unit.
This unit is for veterans who have recently had strokes, are
medically stable, alert, and appear likely to benefit from
rehabilitation.
The ward provides physical, occupational, speech, and
recreational therapy. Patients remain on the Stroke
Rehabilitation Ward until they reach their maximum level of
functioning, usually within a few months, at which point they
are discharged. The patient and family members engage in
their discharge plans with the assistance of the
interdisciplinary team.
Background Information of the Case
Mr. V., is a 73 year old, married African-American male.
Mr. V. had his third stroke in 1994, leaving him with a
moderate degree of dysfunction on his left side (right




On September 12, 1994, he was admitted to the Veterans
Affairs Medical Center Downtown Division for a fall he had
sustained. The patient fell about 11:00 A.M. while walking
outside and remained on the ground for 1 hour. A passerby saw
him and called the police. After the police reached him they
then informed his wife, who took Mr. V. to the hospital.
Mrs. V., was invited to an interdisciplinary team
meeting and was informed about her husband's progress and
limitations. The patient has severe neurological deficits
which has adversely affected some of his motor skills (i.e.
ambulation, and activities of daily living skills); he is
oriented and cognitively intact without cuing. She informed
the team that she was the primary caregiver and her husband no
longer dressed himself, fed himself or took his plate off the
table. She spoke of how she takes him to all of his
appointments and waits 4 to 5 hours before leaving. She also
does all the grocery shopping, cleaning of the house, and
bathing him. Mrs. V., is unable to sleep and has difficulty
performing everyday activities (i.e. cooking, cleaning the
house, attending Sunday School, and grocery shopping).
Mrs. V was seeking counseling from a Psychiatrist until
a disagreement between the two resulted in her
discontinuation. She admits to feeling stressful and takes
Prozac and Trazadone to cope.
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The patient has a supportive family and consisting of
his wife, and daughter. According to his wife, the patient
will not care for himself and family members have been
assuming responsibility for him. His wife expressed a desire
to obtain coping mechanisms for herself that would allow to
feel less stressful and obtain peaceful sleep with out the
help of sleep aids.
Intervention Strategy
The intervention program used consisted of listening to
various tones designed to stimulate relaxation in the listener
through a personal cassette player. Mrs. V.'s relaxation
therapy targeted two areas, sleeping and waking. The
researcher set a time that was feasible for her to awaken and
a time for her to retire nightly.
In demonstrating how the tape was to be used Mrs. V. was
able to participate. The researcher showed Mrs. V. what side
to play the tape on, how to put the headphones over the ears
and how to turn on the cassette player on. Mrs. V. agreed to
perform this task every morning at 6:00 a.m. and again at
10:00 p.m.
The relaxation program was also explained to her
daughter who lived next door. The researcher visited the wife
every two weeks to see the results of this task. Her daughter
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also checked daily to make sure the task was being performed.
Whenever the wife completed the task, the daughter would
express the importance of completing the same task every day.
Instrument
The WALMYR Index of Clinical Stress (ICS) was used to
monitor the performance of the spouse's relaxation technique
and monitor how the level of stress in her life was increasing
or decreasing. The relaxation technique was performed once a
day in the afternoon.
One questionnaire was used to monitor the patient's
progress. The questionnaire consisted of twenty-five items.
This questionnaire was in relation to the amount of personal
stress that one experiences. This questionnaire was
administered to the wife at the beginning of the project and
at the completion of the twelve week period. The
questionnaire consisted of 20 items in relationship to the
amount of personal stress one is encountering and 5 items in
regards to feeling relaxed.
Research Design
The A-B Design with follow-up was used in this study due
to the distinction between a baseline observation period A and
an intervention period B with a follow-up period. The
rationale for choosing this design was to observe changes in
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the identified target area that would be measured repeatedly
over time. This designed could also be applied within the
same time frame in which the researcher would be seeing the
client.
This study measured the effects of a twelve week
relaxation therapy program for a primary caregiver. After
twelve weeks, services to the client were terminated and and
the client was left to perform the task without monitoring.
The purpose of this study was to ascertain if this
intervention had a specific effect on the client's potential
to awaken and sleep without medications.
CHAPTER IV
PRESENTATION OF RESULTS
Data reported on the administered questionnaires was













5 4 4 2 6
6 4 5
7 6 4
8 1 7 4 4
9 6 6
10 7 6
11 1 7 1 7
12 6 6
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Reverse scored item data.
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TABLE II
Scale Score Step 4 Step 5 step 6 Final





Question Pre-test Post-test Averag
1 6 4 5.0
2 5 4 4.5
3 4 2 3.0
4 4 4 4.0
5 4 2 3.0
6 4 5 4.5
7 6 4 5.0
8 1 4 2.5
9 6 6 6.0
10 7 6 6.5
11 1 1 1.0
12 6 6 6.0
13 4 1 2.5
14 6 5 5.5
15 6 3 4.5
16 7 4 5.5
17 7 4 5.5
18 5 5 5.0
19 6 6 6.0
20 7 7 7.0
21 4 4 4.0
22 6 4 5.0
23 6 6 6.0
24 5 4 4.5
25 6 4 5.,Q
ICS data graphed in figure 1.
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TABLE IV
Questi Pre-test Post-test Average
5 4 4 4
8 1 4 2.5
11 1 1 1
13 4 1 2.3-
Data graphed in figure 2.
FIGURE I




Graph of ICS reverse scored item responses.
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The questionnaire used was developed for single-system
evaluations by Hudson et.al. and was designed specifically to
monitor and evaluate the intensity and magnitude of the
client's problem through periodic administration of the same
questionnaire to the client. To accomplish this, the client
was given the Index of Clinical Stress (ICS) at the beginning
of the evaluation period and after eleven weeks. ICS measures
the degree, severity and magnitude of personal stress. The
client was asked to rate each item on a scale of l(none of the
time) to 7(all of the time).
In order to evaluate the client's response and eliminate
set bias, the reverse score method was used. The steps of this
method is as follows:
I. Reverse score all items noted at the bottom of the
ICS scale. In this case 5,8,11 and 13.
II. Sum all the item responses that were reverse
scored.
III. Sum all the item responses that were not reverse
scored.
IV. Add up the sums obtained from 2 and 3.
V. Subtract the number of properly completed items
from 4.
VI. Multiply the result from 5 by 100.
VII. Divide the result from 6 by 150.
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The final result is the client's score on the scale (See
table II) . It should be noted that in the interpretation of
these scores that the higher the score the greater the
problem. In this case the client scored 77.3 on the pre-test
and 64 on the post-test. This indicates an improvement in her
ability to cope with stress and that the magnitude and
severity of her stress had decreased in eleven weeks.
In addition, the results from the questionnaire was
graphed in order to evaluate the response trend (see Figure
I) . This illustrates the response trend line for the pre¬
test, post-test and average responses to all 25 questions.
Using the pre-test trend line as the baseline, it is noted
that the responses were somewhat unstable. Although the
general trend of responses in the post-test and the average
responses were lower, the trend was still unstable. This
indicates that the client has improved, but marginally.
CHAPTER V
SUMMARY AND CONCLUSIONS
Family members of stroke patients will eventually reach
a point where the long term care giving role will be assessed
by the physician or the mulitdisciplanary team. The caregiver
will then be provided with ways of easing his/her burden and
offered ways to reduce the level of stress being experienced.
Mrs. V. was able to perform the relation task during the
twelve weeks of intervention. Mrs. V. also discontinued
taking her Prozac after two weeks of listening to the
relaxation tape. This action was not suggested by this
researcher and once the researcher became aware of her
decision, she was advised to consult her psychiatrist in
regards to this decision. Mrs. V. was informed that it was
alright to discontinue taking the medication with the option
of continuing the medication at a later time if she so
desired. Mrs. V. was also unable to relax and make time for
herself outside of her husband's daily routine. After the
intervention program was completed, the patient was able to
perform her relaxation therapy program during the follow-up
study.
Limitation of the Study
The stroke patient's spouse did reside in their own home
setting which limited the number of relaxation therapy tapes
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that could be administered. The listening of the tape was
difficult for the researcher to evaluate due to the client
being in their own home and not a hospital setting where the
client would be seen daily. The client recorded the rating
sheet which made it difficult to be sure that the recorded
information was accurate.
Future studies should include replications by other
researchers as well as comparisons with other treatment and
component analyses. Social workers should find the results
presented here encouraging enough to seriously consider
incorporating this treatment into their knowledge base of
intervention skills.
More research needs to be conducted on the family
caregivers's role in relation to a stroke patient. Most of
the data relating to the caregiver focused on taking care of
one's self during an illness. The correlation between the
caregiver's coping mechanisms, their families' support and the
stroke patient, should be examined as to the cause and effects
upon the stroke patient's caregiver. More research needs to
be continued with other caregivers of stroke patients to test
the effectiveness of this program.
Implications for Social Work Practice
Realizing that not all people react to an event in the
same manner requires one to individualize each assessment of
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responses. Such assessment needs to consider the individual's
psychosocial development, style of coping and style of
learning new material. The nature of family involvement and
the family's capacity to be supportive.
Interventions must take into consideration the affective
responses of the client and the preferred patterns for coping
used by the family. When discussing the patient's discharge
plans, the social worker must realize that only about a very
few people who survive strokes can return to their previous
level of functioning and life-styles with virtually no
residual impairment.
The caregiver of a stroke patient will require special
services such as respite care, all day adult care, and
counseling. The social worker should become knowledgeable
about the resources that are available to the caregiver in
regards to these special services.
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APPENDIX A
INDEX OF CLINICIAL STRESS
1= None of the time
2= Very rarely
3= A little of the time
4= Some of the time
5= A good part of the time
6= Most of the time


























I feel extremely tense.
I feel very jittery.
,1 feel like I want to scream.
,1 feel overwhelmed.
I feel very relaxed.
I feel so anxious I want to cry.
I feel so stresed that I'd like to hit something.
I feel very calm and peaceful.
I feel like I am stretching to the breaking point.
_It is very hard for me to relax.
_It is very hard for me to fall asleep at night.
_I feel an enormous sense of pressure on me.
_I feel like ity life is going verly smoothly.
_I feel very panicked.
_I feel like I am losing control of my life.
_I feel that I am losing control of my life.
_I feel that I am near a breaking point.
_I feel wound up like a coiled spring.
_I feel that I can't keep up with all the demands on
me.
_I feel very much behind in my work.
_I feel tense and angry with those around me.
_I feel I must race from one task to the next.
_I feel that I just can't keep up with everything.
_I feel as tight as a drum.
_I feel very much on edge.
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